was available, abrupt coronary closure or coronary dissection could only be treated by salvage coronary artery bypass grafting (CABG) surgery, which was then performed in approximately 3% of the patients (1) . As stent technology improved and potent antithrombotic agents were developed, indications for emergent CABG were restricted to coronary perforation or incomplete revascularization and became increasingly rare, affecting <0.5% of patients nowadays (2-4). Consequently, cardiac surgical backup for PCI, initially a formal surgical standby, slowly evolved toward an informal arrangement with on-site cardiac surgeons, while the feasibility and safety of elective PCI without on-site cardiac surgery was progressively acknowledged in guidelines and practice (5-7). As an extensive body of evidence compared PCI to CABG, it has become apparent that these 2 modes of revascularization excel in distinct subsets of the population. CABG has remained the gold standard in patients with diabetes mellitus, altered ventricular function, complex lesions (i.e., SYNTAX score $23) multivessel disease, or complex left main disease (8) . Conversely, advanced age, frailty or comorbidities, focal coronary lesions with SYNTAX score #22, acute myocardial infarction, or shock favor PCI (8) .
Initial management of coronary artery disease by one technic does not preclude a subsequent use of the other one when facing evolution of the disease over time. Indeed, development of diffuse coronary lesions or recurrent in-stent restenosis, initially managed percutaneously, may ultimately lead to CABG revascularization. By opposition, late graft failure, a common complication of saphenous vein graft, is frequently treated by PCI, to prevent the 2-fold to 4-fold increased mortality of redo CABG (8, 9) .
In the last decades, several CABG technics have been developed to improve outcomes and/or reduce invasiveness. Generalization of arterial conduits was shown to provide better long-term patency than venous conduits (9) . The aortic "no-touch" off-pump CABG technique was developed to avoid manipulation of the aorta and potential rupture of atherosclerotic plaque (10) . Minimally invasive direct coronary artery bypass, robotic CABG, and hybrid coronary revascularization were also developed to reduce CABG invasiveness and shorten the on-pump period, and were associated in general with favorable outcomes deney has reported that he has no relationships relevant to the contents of this paper to disclose. 
